blood in most cases. Some had been led from this to conclude that pneumonia was a general infection with local manifestations in the lung. Arguing in the same way the same might be said of the other pneumococcal infections. But, if that were so, it was curious that one part of the body should be so often affected without any secondary complications, so that it seemed necessary to conclude that the pneumococcus was a germ which was easily satisfied, and when it had produced a lesion in one part of the body it did not trouble to produce another. That was not a probable or satisfactory conclusion, and some alternative was required. For his own part he was inclined to regard pneumonia as a local infection with secondary complications in a small number of cases, and it was towards this view that clinical investigation and observation seemed to lead. How were these divergences to be reconciled?. The most probable conclusion was that the pneumococcus met with under these different conditions was not the same organism as that responsible for pneumonia. Morphological similarity was no proof of pathogenic identity. He believed that further research would result in the same views being held with regard to the pneumococcus which were now accepted in regard to the streptococcus, and that under the term pneumococcus were comprehended different strains or varieties morphologically allied, but with different pathogenic idiosyncrasies.
Dr. TIRARD said the Section felt much indebted to Dr. Hector Mackenzie and those who had contributed the statistics, but he was afraid lest in considering the statistics the patient might be forgotten, lest in having before them all the dangers they might fear a little too much and lose heart unduly when confronted with serious symptoms. He felt this especially with regard to the comparative importance attached by the opener of the discussion to pleurisy which required tapping, to gangrene of the lung, and to abscess of the lung. Dr. Mackenzie said that in nearly all those cases the conditions were fatal. But that was scarcely his, Dr. Tirard's, own experience. He had in mind many cases of each of those conditions which showed that the mortality was scarcely so great as the figures supplied would lead one to suppose. Again, Dr. Mackenzie said that a large proportion of the fatal cases between the ages of 7 and 19 had had some kidney complication, and appeared to associate the kidney trouble with the death. He, Dr. Tirard, had seen numerous cases of toxcemic symptoms in connection with pneumonia, but he had not seen cases in which he could definitely say that the symptoms were due to uraemia. On the other hand, he had not seen cases in which subsequent to the attack of acute d-13 pneumonia permanent albuminuria resulted, or permanent nephritis. He thought that a large proportion of the fatal cases in which some kidney complication had been present might have been cases in which a pre-existing trouble had been unnoticed there until the time of the pneumonia. He did not believe there were features in the acute nephritis met with in pneumonia different from those in any other types of disease, that is, an acute nephritis which was limited to an acute stage, and not likely to be followed by chronic lesions. He also wished to raise the question about haemoptysis, to which Dr. Mackenzie had not referred. He would like to hear whether those who made the statistics regarded haemoptysis as a necessary symptom of the disease or as a complication.
It certainly was a feature of pneumonia, and he was inclined to regard it as a complication, though it was one, he thought, of a hopeful nature rather than of serious import. Sir William Jenner many years ago remarked that in young people with severe haemoptysis and a high temperature in pneumonia the prognosis was almost invariably good.
Dr. FAWCETT said that most of the points had already been touched upon, and he had little to say about the statistics from Guy's Hospital, except that those figures did not include " terminal " pneumonias, as Dr. Herringham said the St. Bartholomew's figures did. Possibly that explained the fact that the death-rate at Guy's was shown as lower than at any of the other hospitals, as, if the " terminal " pneumonias were included, the death-rate approached 20 per cent. He had been specially interested in Dr. Mackenzie's reference to the St. Thomas's cases, viz., that there had been no case of serous effusion which required tapping, and although recognising it as a rare complication he thought the experience of St. Thomas's was exceptional. Therefore he, Dr.. Fawcett, investigated the 15 cases at Guy's which had been indexed as " pleurisy with effusion," to see how many of them had required tapping; there were, only 3 cases, and in each of them the quantity of fluid removed was small, varying from half a pint to a pint. In two fatal other cases 12 and 15 oz. were found at the post-mortem examination. The 3 cases which had been tapped recovered. In 4 cases the diagnosis was arrived at from physical signs alone. In 2 cases the diagnosis of "primary pneumonia" was doubtful, and in 2 other cases the question of fluid being present at all was, he thought, quite doubtful. In looking through the various figures Dr. Fawcett -noticed that the number of cases of " pleural effusion " varied between 0 and 25; if these figures were to be of any real value it was essential that they should be analysed, as has now been done with the Guy's cases, showing exactly what was the true value
